IMPORTANCE Current information on the prevalence and sociodemographic and clinical profiles of individuals in the general population with DSM-5 drug use disorder (DUD) is limited. Given the present societal and economic context in the United States and the new diagnostic system, up-to-date national information is needed from a single uniform data source.
D rug use disorders (DUDs) are associated with substantial burden through impairment in major life roles and increased risk for suicidality, neuropsychological deficits, diminished quality of life, and infectious disease (eg, human immunodeficiency virus and hepatitis). [1] [2] [3] [4] [5] [6] [7] Drug use disorders also confer substantial burden on families, social networks, and society as a whole through violent and property crime, incarceration, poverty, and homelessness. 4, 8 Changing societal factors in the last 15 years suggest changes in the distribution of DUDs in the general US adult population. These include public attitudes that have become increasingly permissive toward some types of drug use and legalization. [9] [10] [11] [12] Also, prescriptions for opioid analgesics and other psychoactive medications with addiction potential have increased greatly, with consequences such as drug overdoses. [13] [14] [15] In addition, obtaining secure employment has become more difficult for many; unemployment is robustly associated with increased risk for DUDs. 16 Using DSM-IV definitions of DUDs, national survey data indicate that prevalence may have increased. Comparisons of 12-month and lifetime DSM-IV DUD prevalence in the general adult population in 2001-2002 (2.0% and 10.3%, respectively) 17 and 2012-2013 (4.1% and 15.6%, respectively) 18, 19 indicate that rates of 12-month DUDs more than doubled, while rates of lifetime DUDs increased by 50%.
With a wider segment of the population now affected by DUDs, up-to-date information is needed on other aspects of DUDs distribution in the general population, including sociodemographic correlates, associated comorbidity and disability, and treatment use. In addition, in 2013, a new diagnostic system, the DSM-5, 20 replaced DSM-IV, 21 which had been used to define mental disorders in epidemiologic studies for more than 20 years. Changes in the DSM-5 definitions of DUDs included a higher threshold to diagnose DUDs (2 criteria rather than 1), the addition of craving, a cannabis withdrawal criterion, and the severity metric based on criterion counts. 22 While agreement between DSM-IV and DSM-5 DUD was good, some nonoverlap occurred in case identification between the 2 nosologic systems, 19 suggesting that assumptions about the distribution of DSM-5 DUD and its correlates in the general population could not be assumed a priori from older data based on DSM-IV. Further, opinions on appropriate severity indicators for substance use disorders have varied widely, 23 suggesting the need to establish the utility of the new DSM-5 severity metric. Considering the seriousness of DUDs and their consequences identified in previous studies, a pressing need exists for current, comprehensive, nationally representative data on the epidemiology of DUDs from a single uniform data source. Further, given the present societal and economic context, and the new diagnostic classification system, up-to-date national information is critically needed on DSM-5 DUD prevalence and associations with sociodemographic characteristics, psychiatric comorbidity, disability, and treatment use. Such information is important for informing estimation of present-day economic and societal costs of DUDs, generating hypothesisdriven studies, and justifying the allocation of resources for service delivery and research. Accordingly, to our knowledge, this study reports the first nationally representative findings on the prevalence, sociodemographic correlates, psychiatric comorbidity, disability, and treatment of DSM-5 DUD, overall and by severity, from the 2012-2013 National Epidemiologic Survey on Alcohol and Related Conditions-III. 24 
Methods

Sample
The target population of NESARC-III comprised noninstitutionalized civilian US residents 18 years and older of households and selected group quarters, as detailed elsewhere. 24 Respondents were selected through multistage probability sampling. Primary sampling units were counties or groups of contiguous counties; secondary sampling units, groups of Census-defined blocks; and tertiary sampling units, households within sampled secondary sampling units, from which eligible adult respondents were selected. Black, Asian, and Hispanic household members were assigned higher selection probabilities than nonminority individuals. Two respondents were selected from households (n = 1661) with 4 or more eligible minority adults. Data were adjusted for nonresponse and weighted to represent the civilian US population based on the 2012 American Community Survey. 25 These weighting adjustments compensated adequately for nonresponse. 26 The total sample size was 36 309: the household response rate was 72%; person-level response rate, 84%; and overall response rate, 60.1%, comparable with other current US national surveys.
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Oral informed consent was electronically recorded and respondents received $90 for their survey participation. Protocols and informed consent procedures were approved by the institutional review boards of the National Institutes of Health and Westat (the contractor for the NESARC-III).
Assessments
The diagnostic interview was the National Institute on Alcohol Abuse and Alcoholism Alcohol Use Disorder and Associated Disabilities Interview Schedule-5 (AUDADIS-5), 29 designed to measure specific DSM-5 DUDs, alcohol use disorder (AUD), nicotine use disorder (NUD), and selected mood, anxiety, trauma-related, and personality disorders (PDs). The 970 lay NESARC-III interviewers had an average of 5 years of field experience working on health-related and other surveys. Each interviewer completed a 1-day self-study and participated in a 4-day in-class training session on interview administration, study procedures, and confidentiality and security of NESARC-III data. 
Drug Use Disorder
32
Mood disorders included primary major depressive disorder, dysthymia, bipolar I, and bipolar II. Anxiety disorders included DSM-5 panic, agoraphobia, social and specific phobias, and generalized anxiety disorder. Consistent with DSM-5, primary AUDADIS-5 mood and anxiety diagnoses excluded substance-and medical illness-induced disorders. In addition to mood and anxiety disorders, posttraumatic stress disorder (PTSD), eating disorders (anorexia nervosa, bulimia nervosa, and binge-eating disorder), and schizotypal, borderline, and antisocial PDs were assessed. Details on the psychometric properties of AUDADIS-5 psychiatric diagnoses are given elsewhere.
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Disability and Impairment
Current disability was measured using the 12-Item ShortForm Health Survey version 2 (SF-12v2), a reliable and valid measure widely used in population surveys. 34 The SF-12v2 scales included in this study were mental health, social functioning, role emotional functioning, and mental component summary. Each SF-12v2 norm-based disability score has a mean (SD) of 50 (10) and a range of 0 to 100, with lower scores indicating greater disability.
Statistical Analysis
Weighted means and percentages were computed for continuous and categorical correlates, respectively, of overall 12-month and lifetime DSM-5 DUD and by DUD severity level (mild and moderate to severe). Odds ratios (ORs) obtained from multivariable logistic regressions estimated associations between DUD and each sociodemographic characteristic, adjusted for all others. Logistic regressions of psychiatric comorbidity on DUD were adjusted for sociodemographic characteristics and all other substance use and psychiatric disorders. These analyses examined unique relationships of DUD to other disorders that themselves have considerable comorbidity. Although eating disorders were too rare to assess comorbid associations with DUD, they were included as covariates in comorbidity analyses. Relationships of 12-month DUD to SF-12v2 scales were assessed using normal-theory regression, controlling for sociodemographic characteristics and all other substance use and psychiatric disorders. All analyses used SUDAAN version 11.0 (Research Triangle Institute) 35 to account for the complex sample design of NESARC-III.
Results
Prevalence, Onset, and Sociodemographic Correlates
Prevalences of 12-month and lifetime DSM-5 DUD were 3.9% and 9.9%, respectively ( Twelve-month and lifetime prevalences of specific DUDs are shown in the eTable in the Supplement. The highest prevalences were found for cannabis, opioids, and cocaine, with lower prevalences for the remaining drugs. Rates were generally greater for men compared with women. Table 1 and Table 2 show prevalences and ORs, respectively, of DSM-5 DUD by sociodemographic characteristics. The odds of 12-month and lifetime DUD across severity levels were generally greater among men, younger individuals, unmarried or previously married individuals, and those with high school or less education and lower income. The odds of DUD were lower among Hispanic and Asian/Pacific Islander individuals and respondents residing in the Midwest and South, regardless of time frame and severity level. The odds of lifetime DUD across severity levels were also lower among black individuals and those residing in the Northeast for mild 12-month and any lifetime DUD.
Comorbidity
Drug use disorder was highly associated with alcohol and nicotine use disorders, with ORs (95% CIs) ranging from 2.5 (2.00-3.06) to 4.4 (3.80-5.19) across time frames and severity levels ( Table 3) . Twelve-month DUD was also positively associated with major depressive disorder, bipolar I, posttraumatic stress disorder, and antisocial PD (any and moderate to severe); dysthymia (any and mild); and borderline and schizotypal PDs across severity levels. Lifetime DUD was associated with major depressive disorder and generalized anxiety disorder (any and mild); bipolar I, dysthymia, posttraumatic stress disorder, After adjustment for sociodemographic and psychiatric covariates, respondents with 12-month DUD had significantly lower mental health, social functioning, role emotional functioning, and mental component summary scores than those without. Disability increased with greater DUD severity ( Table 4) .
Treatment for Drug Use Disorder
Of respondents with 12-month and lifetime DSM-5 DUD, 13.5% and 24.6%, respectively, received any treatment ( Table 5 ). The mean age at first treatment for DSM-5 DUD was 27.7 years, nearly 4 years later than mean onset.
Among those with 12-month DUD, 8.2% received treatment from health professionals; 6.1% attended 12-step groups, and 3.6% and 3.2% attended outpatient or rehabilitation facilities, respectively. Other settings were used less frequently. Respondents with lifetime DUD showed similar treatment patterns except that rehabilitation programs (12.5%) were used more frequently than health care professionals (11.4%). Treatment patterns across 12-month and lifetime severity levels generally resembled those for overall DUD, although treatment was significantly greater in moderate-to-severe than in mild 12-month (19.5% vs 6.9%; χ 2 1 = 27.1; P < .001) and lifetime (32.5% vs 9.4%; χ 2 1 = 164.5; P < .001) DUD. and NUD, 18 ,26,36-38 rates of DUD were higher among men and inversely related to age. Additionally, ORs for associations of DUD with age were significantly greater for moderate-tosevere than mild lifetime DUD within age groups. Further prospective research is needed to elucidate underlying mechanisms. Nevertheless, both substantial associations in all 3 younger age groups, and significant differences in agespecific lifetime ORs by DUD severity, reinforce the importance of continued and expanded age-appropriate prevention and treatment strategies across the lifespan. Compared with non-Hispanic white individuals, Asian/ Pacific Islander and Hispanic individuals exhibited lower risks across time frames and black individuals for lifetime DUD. Conversely, Native American individuals exhibited higher odds of moderate-to-severe lifetime DUD. However, even among minority groups with lower prevalences, culturally appropriate prevention efforts against both drug use and DUD and effective interventions when these occur are necessary. Risk factors among white and Native American individuals and protective factors among other minority groups should be further examined to expand understanding of DUD etiology and improve treatment and prevention approaches.
Also compatible with previous findings based on earlier diagnostic systems, 18 ,26,39-42 after adjustment for sociodemographics and additional comorbidity, we observed significant, positive associations of 12-month and lifetime DUD with other SUDs and a broad range of mood, anxiety, posttraumatic stress, and personality disorders. Stronger associations and significantly different ORs by DUD severity, particularly for lifetime comorbidity, with adjustment only for sociodemographic characteristics (data not shown), suggest that factors common to DUD and comorbid disorders partly explain both magnitudes and variations by DUD severity of the associations. However, persistence of significant relationships af- b Significantly different (P < .05) from the score for individuals with no drug use disorder, after adjusting for sociodemographic characteristics and 12-month psychiatric comorbidity. warrant further study of etiologic factors underlying DUD comorbidity, including DUD severity.
As represented by the SF-12v2 scores, disability was significantly related to 12-month DUD even after adjustment for sociodemographic and diagnostic covariates. Disability was greatest in moderate-to-severe DUD. Together with findings on comorbidity, these results highlight the clinical significance of even mild DUD and suggest that treatment should continue to target functional impairment and drug-related symptoms.
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Even among moderate-to-severe cases, less than 20% of respondents with 12-month DUD and less than one-third with lifetime DUD received treatment or participated in self-help programs. These low prevalences of treatment may reflect continued skepticism, including concerns about the effectiveness and value of treatment, as well as persistent barriers related to stigma, insufficient resources within health care systems, and health care professionals' lack of knowledge and skill regarding identification of potentially problematic drug use. 23 Study limitations included the cross-sectional design of the NESARC-III. Prospective investigations are needed to assess stability of the survey estimates over time. The exclusion of most institutionalized individuals, including those in jails and prisons, and active-duty military personnel may have led to underestimation of DUD prevalence in the NESARC-III. 60 Social desirability biases in responding may also have led to an underestimate of DUD prevalence
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; however, we cannot identify obvious disincentives to accurate reporting, particularly given the strict confidentiality provisions of the NESARC-III. Prevalences of disorders comorbid with DUD based on the fully structured AUDADIS-5 may differ from those that are clinically derived and further study in this area is warranted. An additional consideration is that these results reflect the aggregation of drug-specific use disorders into diagnoses of any 12-month and any lifetime DUD, whereas sociodemographic correlates, comorbid associations, disability profiles, and patterns of treatment and help-seeking may differ by drug. The epidemiology of DUDs associated with several specific drugs in the NESARC-III is warranted. 
